The history of phrenic evulsion, the anomalies of the phrenic nerve, the 
Mention. A brief reference to the action of the diaphragm will be made, as it is of some importance in considering the effect of the paralysis on the lung. The effects on the lung of complete paralysis of the hemidiaphragm have been differently interpreted by various authorities. It was originally thought that the rising diaphragm compressed the base of the lung, and the operation was therefore held to be particularly applicable to cases of lower-lobe disease. There is no doubt that the diaphragm, by increasing the intrathoracic negative pressure, is concerned to some extent in the aeration of all areas of the lung : whether it has a greater effect on one area than another is a debatable point.
Sir Arthur Keith1 has brought convincing evidence to show that the apex of the lung, and particularly the posterior part of* the apex, is largely dependent on diaphragmatic action for its proper aeration. Sir Charlton Briscoe,2 although differing with Keith on certain details, was of a similar opinion. The Irriportance of the diaphragm in expanding the apex of the lung has not been disputed to any extent, and controversy has chiefly ranged round the question of the action of the diaphragm ?n the lower ribs. Keith, Briscoe, and Dally3 all agreed with the original view of Duchenne that the action of the diaphragm ?n the lower ribs was to assist the external intercostal muscles Jn raising the ribs and widening the subcostal angle. Hoover4 held that the action of the diaphragm was antagonistic to the external intercostal muscles, and that contraction of the diaphragm tended to pull the lower ribs towards the middle hne and lessen the subcostal angle. He Hoover's explanation of diaphragmatic movement. The fact that the apex of the lung relies largely for its proper aeration on free diaphragmatic movement, and the fact that increased movement of the lower ribs on the side of paralysis follows phrenic evulsion, incline one to agree that unilateral paralysis of the diaphragm will produce a greater degree of rest in the apex of the lung than elsewhere. This point will again be referred to in discussing the actual cases.
Following phrenic evulsion, certain clinical changes occur which usually, if the case has been examined before and after operation, enable one to tell in the majority of instances whether paralysis has occurred. These signs?loss of the normal inspiratory propulsion of the epigastrium, increased freedom of movement of the lower ribs, loss on one side of the normal resistance felt on descent of the diaphragm, and rise of the lower limit of pulmonary resonance on one side?are not by themselves diagnostic of phrenic paralysis, and confirmation should be made in every case by X-ray.
Immediately on paralysis the diaphragm takes up the position of expiration and is maintained there by the positive intra-abdominal and negative intrathoracic pressures. 
